Aggregate of 15 White However, if after due consideration and a full explanation to the patient it is decided to sterilize by a tubal operation, then it should be performed without needless mutilation. It is sufficient to divide the oviducts about 1 cm from the uterus, to ligate the medial stump with catgut, and to bury it behind the round ligaments. The cut end of the outer portion of the tube should be ligated with thread and fixed in front of the round ligament, so that there is a physical barrier between them to prevent a fistulous connexion from developing. After such an operation it is generally quite easy to perform tubo-tubal anastomosis and to restore the oviduct to a near normal state with a 70% prospect of restoring fertility, which is virtually impossible after operations such as laparoscopic diathermy coagulation. There was a time when radicality was the surgeons' aim, and indeed it may be very proper in an older patient, when vaginal hysterectomy is often the procedure of choice. For the young patient, however, I maintain that the surgeon should sterilize by an elegant technique that allows a prospect of restoring fertility by tubo-tubal anastomosis. The sterilizing operation that I have described has been practised at Oxford for over 30 years and offers an excellent opportunity for reversal. Moreover, tubotubal anastomosis is in every way superior to the old utero-tubal implantation operation that has been hitherto the operation of choice in England and which in fact gave very disappointing results.-I am, etc.,
E. A. WILLIAMS John Radcliffe Hospital, Oxford
Consultant Negotiations SIR,-Many correspondents who are critical of our contract proposals have questioned the competence of the Central Committee for Hospital Medical Services to negotiate on behalf of consultants. Recently the Regional Hospitals' Consultants and Specialists Association has invited those of its members (including myself) who belong to the B.M.A. to indicate whether they would prefer the R.H.C.S.A. to negotiate on their behalf and whether they would be prepared to resign from whichever association they did not wish to represent them in negotiations if it became necessary for the purpose of obtaining negotiating rights.
The R.H.C.S.A. is attempting to force the issue because the C.C.H.M.S. has refused its request for a voting seat on the C.C.H.M.S. Negotiating Subcommittee. I could understand the reasons for this if regional consultants were a minority group on this important subcommittee; but they are not. They outnumber all the other doctors on the subcommittee put together. If this absolute majority were further increased, claims for separate seats by other organizations representing those hospital doctors whose representatives are in a minority on the committee would be impossible to resist, and an unwieldy and divided negotiating body would result.
I could also understand the reasons if the policies on pay and conditions of service of the C.C.H.M.S. were to the disadvantage of regional consultants; but they are not. In recent memoranda of evidence to the Review Body the B.M.A. has asked for larger increases in the remuneration of the
